Patient adherence to rehabilitation programmes is frequently low -particularly adherence to home exercise programmes. Home exercise programmes have been identified as complementary to clinic-based physical therapy in an orthopaedic setting. Barriers to patient adherence have previously been identified within the literature. Low self-efficacy is a barrier to adherence that clinicians have the ability to have an impact on and improve. The theory of self-efficacy is defined as a person's confidence in their ability to perform a task. This theory examines the ability of a person to change through exerting control over inner processes of goal setting, self-monitoring, feedback, problem solving and self-evaluation. If clinicians are able to identify patients with low self-efficacy prior to the prescription of a home exercise programme, adjustments to individualized care can be implemented. Individualized care based on improving self-efficacy for home exercise programmes may improve patient adherence to these programmes. The purpose of this article was to use the theory of self-efficacy to direct clinicians in providing individualized programmes to patients with varying levels of self-efficacy.
| INTRODUCTION
Adherence is defined as the extent to which one's behaviour and actions correspond to the recommendations provided by a healthcare clinician (Holden, Haywood, Potia, Gee, & McLean, 2014) . Adherence has been identified as an antecedent to successful patient outcomes, especially those with musculoskeletal disorders (Holden et al., 2014; Pisters et al., 2010) . The use of exercise programmes, both in the clinic and at home, is the standard of care for musculoskeletal disorders, with patient adherence being necessary to increase its efficacy (Holden et al., 2014) . Unfortunately, despite the benefits of these programmes, patients have been found to be adherent only 50% of the time when in the clinic (Kolt & McEvoy, 2003) and even less adherent to their home exercise instruction (Bassett, 2003; Chan, 2010) . Given that healthcare costs are rising, exercise prescription, especially home exercise, is an effective way to reduce some of the financial burden of orthopaedic injury. Home exercise programmes (HEPs) reduce the number of visits needed in a clinic each week, saving money for both the patient and insurance company. These savings may not be realized, however, if patients do not adhere to their HEP.
Researchers have identified environmental and personal factors that contribute to lack of adherence to in-clinic exercise programmes and HEPs. Environmental factors include poor social support and lack of positive feedback (Jack, McLean, Moffett, & Gardiner, 2010; Sluijs, Kok, & van der Zee, 1993) . Personal factors include helplessness, depression, anxiety, increased pain with exercise, the patient's perception of barriers that they encounter, and low self-efficacy (Jack et al., 2010; Sluijs et al., 1993) . Self-efficacy, defined as one's belief in one's ability to perform a particular task, may be addressed by clinicians working with patients with musculoskeletal conditions to improve adherence to exercise programmes.
Common characteristics of those with low self-efficacy include fear of risks and uncertainty, low aspirations, feelings or fear of failure, and impression management (Table 1) . Patients with low self-efficacy may present with a lack of confidence, shy away from activities they see as threats, lessen efforts towards a task if difficulties arise, dwell on shortcomings and failures, or lack commitment to goals or personal desires (Bandura, 1994) . By contrast, those with high selfefficacy will portray confidence, set personal goals and continually Self-efficacy has been examined as a barrier to exercise adherence in patients with heart failure (Rajati et al., 2014) and low back pain (Chen, Wang, Chen, & Hu, 2014; Coppack, Kristensen, & Karageorghis, 2012) . The systematic review conducted by Rajati et al. (2014) discovered that learning by doing, role modelling, positive feedback, recognition of symptoms, and problem solving improved self-efficacy in heart failure patients. Other studies have also studied similar methods to improve patients' self-efficacy. In one study examining patients with low back pain, the results revealed improvements in self-efficacy after a goal-setting intervention was utilized when compared with controls (Coppack et al., 2012) . These studies found positive improvements in et al. (2003, 1993, 1999) provide support for the idea that changes in self-efficacy can be influenced by a clinician. However, self-efficacy is not commonly evaluated or addressed in physical therapy practice.
This article provides a model for improving patient adherence to HEPs by addressing self-efficacy through individualized treatment.
| SELF-EFFICACY
A construct of social cognitive theory, the theory of self-efficacy was proposed by Bandura in the late 1970s (Bandura, 1977) . This theory captures a patient's confidence in the completion of certain tasks.
Perception of self-efficacy is influenced by four types of experience: mastery of experience, vicarious experience, physiological state and verbal persuasion (Bandura, 1994 (Bandura, , 1997 . These four types of experience may be manipulated by the clinician to improve a patient's adherence to their HEP.
Mastery of experience takes into account previous success or failure of participation in experiences that may be similar to the new task or activity at hand. It has been shown to increase patients' selfefficacy for exercise (Rajati et al., 2014) . As exercise duration, intensity and frequency increase, so does one's self-efficacy towards participation in similar activities (Collins et al., 2004; Gary, 2006; Oka, DeMarco, & Haskell, 2005) . Mastery of experience is said to be the most effective means of increasing self-efficacy, as a person has already had similar experiences of being successful (Bandura, 1994) .
Vicarious experience enables the patient to observe someone else completing a task successfully. The more similarity between the patient and the person being observed, the greater influence the vicarious experience will have on the patient. When a patient observes a similar individual accomplishing a task, they may gain the confidence to overcome that task as well. Pozehl, Duncan, Hertzog, and Norman (2010) focused on improving self-efficacy through modelling by a physical therapist through social learning, exchange and comparison, resulting in a 31% increase in levels of self-efficacy. Social learning and exchange took place in small group settings with peers. Clinicians were also present to guide learning in this environment. Verbal persuasion occurs when a patient is encouraged or verbally persuaded to complete a task. If a patient is told that they can complete a task, they are more apt to believe it. When they are told they cannot, they are less likely to attempt the task (Bandura, 1997) . Various methods of verbal persuasion have resulted in improvement of self-efficacy for exercise. Positive reinforcement provided by healthcare providers, motivational interviewing (Brodie & Inoue, 2005) , coaching by a physical therapist, home communication programmes, web-based education material and simply restating the benefits of exercise have all increased patients' self-efficacy for exercise over time (Barnason et al., 2003; Pozehl et al., 2010) . Finally, the physiological state, and emotional or physical responses experienced while thinking about completing a task also play a role in how one perceives one's selfefficacy. When deciding whether or not to attempt a task, negative thoughts and feelings may be a deterrent. Heart rate, perceived exertion or other physical symptoms that a patient may be experiencing can all have an impact on their self-efficacy to exercise; however, the education of body responses has been shown to have a positive effect on self-efficacy (Barkley & Fahrenwald, 2013) . Overall, the theory of self-efficacy suggests that individuals will not attempt tasks that they do not believe they will succeed in doing (Bandura, 1994) .
If clinicians are able to identify patients with low self-efficacy prior to prescription of an HEP, adjustments to individualized care can be implemented.
3 | IMPROVING HOME EXERCISE PROGRAMME ADHERENCE THROUGH SELF-EFFICACY Self-efficacy theory can be used by clinicians as a guide in prescribing HEPs to improve patient adherence and, in turn, patient outcomes (see Figure 1 ). First, clinicians should evaluate self-efficacy through the use of questionnaires. There are a variety of self-efficacy questionnaires specific to the activity or population. The Self-Efficacy for Exercise (SEE) scale (Resnick & Jenkins, 2000) , the Exercise Self-Efficacy Scale Mastery of experience should focus on successful completion of tasks, mastering specific exercises that can be continually built upon once completed successfully. Breaking down an exercise to a more manageable task can allow for smaller, but sooner success that can be progressively made more challenging. Chen et al. (2014) found that by just engaging in regular exercise, self-efficacy for exercise increased over time and back pain decreased. Barkley and Fahrenwald (2013) developed a self-efficacy coaching intervention for cardiac rehabilitation patients that incorporated all four sources of self-efficacy.
Mastery of experience was enforced by staff members through review of exercise performance, then praise and reinforcement of successes was provided. All clinicians should consider documenting and reinforcing the successes of all patients struggling with low self-efficacy.
Vicarious experience will be gained through observing others successfully complete the same tasks. Vicarious experience has been addressed through exercise in group settings (Barkley & Fahrenwald, 2013) A's in-clinic treatment and his HEP. First, his exercise programme was modified, to build the confidence to be successful throughout the rehabilitation process, targeting mastery of experience (Heslin & Klehe, 2006) . The exercises given were broken down to the most basic and fundamental motions until these were confidently completed by the patient, and then progressed. Setting small, manageable goals immediately in the rehabilitation process allowed Patient A successfully to reach and build up to other overarching goals of rehabilitation (Tung, Cooke, & Moyle, 2013) . Alterations to his treatment also included an increase in encouragement throughout in-house rehabilitation (McAuley et al., 1999) . Continual, specific feedback such as "Yes, you are completing that exercise correctly -looks great" or "Try to improve the motion by doing this" was given to increase his Throughout the remainder of her rehabilitation, she exercised alongside the other patient and was only given exercises at home that she had already mastered in clinic. This improved her self-efficacy for exercise in rehabilitation and adherence to her HEP.
| DISCUSSION
The model presented here can be utilized by clinicians seeking to improve patient adherence to HEPs. As self-efficacy is a common (Meichenbaum & Turk, 1987) . Although all of these barriers should be considered, many of them cannot be positively affected by a clinician. However, self-efficacy has been determined to be a predictor of quality of life through improving functional independence during rehabilitation (Rejeski & Mihalko, 2001; Robinson-Smith & Pizzi, 2003) , which indicates its importance.
As clinicians consider addressing a patient's self-efficacy, it is important to understand that self-efficacy for a specific task changes over time. When changes are made to a patient's exercise programme, it would also be a beneficial time to re-evaluate the patient's selfefficacy. Just as monitoring and progressing of HEPs should be implemented throughout rehabilitation, reassessing patient self-efficacy throughout treatment is also warranted. 
